AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

May 14, 2012

Mr. Daniel Daly, Administrator

Kindred Transitional Care & Rehab Birchwood Terrace

43 Starr Farm Rd.

Burlington, VT 05408-1321 Provider #: 475003

Dear Mr. Daly:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
April 11, 2012. Please post this document in a prominent place in your facility.

We may follow up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

L Lt e ]

Pamela M. Cota, RN, MS
Licensing Chief
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F 000 ' INITIAL COMMENTS . F 000 R 241 May 11, 2012
: l . A dining plan for residents’ # 134, 136, 154,
. An unannounced, on-site recertification survey 171, 148, 115 and 108 80 and 166 was
was conhductad by the Divislon of Licensing and i established to assure that tablemates eat at
i Protection from 04/09/2012 to 04/11/2012. The } the same time. Resident #90 expired
follawing regulatory deficiencies were identified: 4/18/12.
F 241, 433,15(a) DIGNITY AND RESPECT OF F 241
sseg | INDIVIDUALITY i The DNS and/or the Nurse Managers will
; . identify through observation of meal service
The facllity must promote care for residente in a other residents that may be affected. An
manner and in an environment that maintains or l interdisciplinary dining committee has been
enhances each resident's dignity and respect in  established for the benefit of the residents on
full recognition of his ar her individuallty, i the Special Care Unit. The DNS or Nurse
: I Manager will educate nursing staff to assure
" \ that an appropriate seating plan and mea)
| This REQUIREMENT is not met as evidenced ' service is established to maintain each
- by: _  resident’s dignity during meal service.
Based on observation and staff interviews the l o
| facility failed 1o assure dignity for residents on i The DNS or her designee will educate
Unit A during the dining experience on i nursing staff on the establishment of a
7 frctods: : seating plan for all dining rooms that serve
l residents. Nurse managers and charge
1. Per observation at lunch on Unit A an 04/08/12 : nurses will then monitor dining rooms for
| at 12:20 PM Residents #212. #90 and #134 were changes that may need to be made based on
‘ seated at a table with 3 other residents who were resident need.
| being fed starting at times of 12,30 - 12:50 PM.
" The identified residents sat at the table while | The DNS or her designee will assure through
other residents were fed and the 3 identified observation and interview that residents are
| resldents were not assisted with ea?mg until 1:30 - seated appropnately in dining rooms and
| 1:40 PM. The staff who began feeding these eating at the same (ime as their tablemates.
-residents stated that the residants were waiting Results of these audits will be reported to the
{ for that length of time because there was no one
" available to feed them. i ‘ i
‘Ata secand table for 8 Residents #136| #154, . l mon(hl)t PI committee. The A.dmlmstral.or 1
| and # 171 were seated with 3 other residents (all !  responsible for over all ‘_:°."“p“an°e'
‘ requiring feeding or extensive assistance) who 3 “"EP\‘A 1ol .
| were served from 12:40 PM - 12:56 PM. The 3 . Z%Om &W\E&nﬁv‘l |
. identified residents were now until 1:45 PM | 1
l iy B : 1
LABORATORY DIRECTOR'S OR PROVIDER{SUEA (X6) DATE

REPRESENJATME, TURE
™\ ,

My st ep

N 4
Any deficiency statement ending with an astrisk (*) denotes o defKian
other safeguards provide sufficlent protection to the patients, (Sek In
following the date of survey whether or not e plan of correctlon if pr
days fallowlng the date thede docyimaents ars made avaliabis iviy)
program participation,

which the insfltwtion may be excuted flem correcting providing [t Is determined that
ciens.) Except for nursing homes, the findings utated sbove are disclosable 30 days
ided. For nursing homes, the above findings and plans of correction are disclosable 14
faclity. If daficiencies ace cited. an approved nlan of corraction is requisite to continved

Event. I-O: 4NFK11'
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F 241 | Continued From page 1 F 241!

and the staff feeding them stated that there was
no staff avallable to feed thase residents any [
earlier. The residents waere still being fed lunch at !
2:45PM. :

In another section of the dining room, residents
| were geated In easy chairs with tray tables.
| Resident #148 was seated next to a resident who
' had received a lunch tray. Resident #148 had not
' recelved a lunch tray and requested that sthe
' "have same of that food", poin(ing to the other
i resident's tray. She requested food several times
| and was given a small bow! of potato chips and a
glass containing apple juice. S/he continued to
request "please can | have some-just 8 fitle of
| that foad?". She waited 45 minutes for her tray to |
amrive and be served to her. :
R

Two other residents (#115 and #108) were

; awaited mea! service while other residents were ! i
eating. Resident #1186, who walks with a wheeled
walker, got up several times and walked without

' the walker. At one point she was rummaging
through a cabinet in the dining room. Resident

_ #1085, seated in a reatraining chalr with a tray, due

. to falls risk, released his/her tray 3 times while

- gwaiting his/her food tray. '

thaw - ) } l
B |

. | Rer observation in room.121 B at 1:4Q PM, .

Rasident #80 calied out to the passing surveyor

"asking "can | have a glass of miK or sofe foud a ;
in room 120 B a 1:40 PM, Resident #166 ]

~ remained in bed where sihe was fed by the : !
Director of Nursing Services who acknowledged ~ ‘-
that the resident would normally eat In the dinlng
room but s/he had not yel had morning ceare, !
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' ' E | coMPLETION
p ) S (EACH DEFICIENCY MUST 8E PRECEDED BY FULL " PREFIX {(EACH CORRECTIVE ACTION SHOULD B ’
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i ; —
l ! This Plan of Correction is the center's credible
F 241 Continued From page 2 F 241| allsgotion of compliance.
. Refer aiso to F353. Preparation and/or execurion of this plan of corraction
F 248 i 483.15(f)(1) ACTIVITIES MEET F 248 does not constitute admission or agreement by tha

O STS/NEEDS OF EACH RES provider of the truth of the facts alleged or conclusions
ss=g ' INTERE T sat forth in the stotement of deficienciss. The plan of
correction is prepared and/or executsd solely because
it is required by the provisions of fsderal and srata law.

. The facility must provide for an ongoing program
! of activities deslgned to meet, in accordance with

the comprehensive assessment, the interests and R 248 May 11,2012
| the physica!, mental, and psychosocial well-being
' of each resident.

The Specia] Care Unit Program Director's

role has been revised to include weekly

i designated time to develop meaningful

: This REQUIREMENT is not met as evidenced resident specific activities based on

iby: . ) i resident’s strengths and preferences.

! Based on observation and staff and family
interviews, the facility failed to provide an ongoing
program of activities designed to meet the the
interests and well-being of sach resident, based
on the comprehensive assessment and

i individualized plans of care, for residents residing

amritre-Spect i } indi

include:

Current residents will be reassessed to
ensure care plans address resident specific
activities based on resident strengths and
preferences.

- The Special Care Unit Program Director will
coordinate activities on the Special Cere

. Unit with the Activity Director and activity
assistants,

1. Per observation on 04/09/2012, several
residents ware seated in the common area of
Unit A in {he morning, Music was playing in that
area and residents were dozing or seated in the
room not engaged In an activity, In the afternoon
on 04/09/2012 eight residents were observed in
; the common area with a staff member reading a
| stary. Two residents were.becoming restless .

! The Special Care Unit Program Director will
meet with the DNS and ED weekly times 3
months to review the compliance plan.
Findings will be reported to the monthly
Performance Improvement Committee

N 3 e meeting.
| wleIe four rgsnden(s dozed. The remaining two The ED is responsible for overall
resigenfs were awake anﬁxcnmg'_s'ome ™ compliance
conversation with the staff person reading the i '
story at times. A ninth resident was in the area oft ' stolvor
and on as s/he wandered in and out of the area Fa*% POC aceepicd
 while wandering the unit, Other residents with 1 5 Gy (s\amnaxad\
i independent mobility came brlefly and left :
throughout the reading. - |
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F 248 Contihued From page 3

In conversation, one family member asked to
speak with a surveyor, wishing to remain
anonymous. S/he stated that the activity program
was not what was posted on the wall. Sthe stated
that the residents were often just sitting with
music or the TV playing and that the exercise and
other engaging activities had not happened for
several months. This family member added that
in the second and third day of survey more
activities than usual occurred on UnitA. [na
family interview, conductsd in Stage | of the
survey, a family member stated that, usually the

+ activity wae simply music playing on the unit while
; residents sat in the common room. S/he stated

i that frequently there was no staff present in the
coomm o monitor and/or assist residents during
this time. [n a staff interview the Unit Program
director confirmed that the number of hours per
wWee ToTty ~p-recently

F 248

reduced by he corporate office.

' 1n a review of Unit A activities. there are two
activity schedulas posted on the wall of the
common room, The first is a schedule of the day,
called "Birchwood Terrace Healthcare-Special
Care Unit Here's what we do each day!" This list
includes RIse and Shine (AM Care by LNA's),
Musical Chairs (moving residents to their chairs

{-fer Junch-while music plays), Cafe’ Birchwood
(lunch) and Supper Club (dinner) a dining group

of B residenis who go (o the Main Dining Koo
for these meals, Blissful Relaxation (afternoon
naps in beds or resting in chairs), and Good

: Morning and Afternoon at the Terrace (AM and

* Afternoon Snacks in the common area or resident
' rooms with music playing in the common area).
There are also activities such as sensory
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. activities, moming stretch, words and music,

. game time, and soothing the senses listed. Aftar

i dinner activities include Memaries of the Small

! Screen (television with old TV shows

- (reminiscing) ar music) and Enchanted Evening

| (HS care and a movie for those who care to

i watch), This wes confirmed in‘an interview with

| the Unit Program Director on 04/11/2012 3t 4:30
PM. :

 Activities fisted on the monthly schedule Include
! Bingo in the Main Dining Room (attended by 2
Unit A residents) Saturdays include alternating
_Ads & Crafts and lce Cream Social. In interview
the Program Director states that the Arts & Crafts
is primarily coloring, while staff states that on
occaston some residents do scrapbooking. The
ice cream social Is residents gathered in the
comman areas for ice cream and "socializing".
Each day on h

. Brdion
W LU

TS Tronthiy Sciredute ists:
activities (which include Bingo attended by two
residents off unit A esch Friday and occasiona!
Saturdays) and visits by the facllity hairdresser
 (who is assisted on the unit by activities staff)
- every Thursday (not all residents are Involved in
halr dregser viglts). On three days in March and
. three days in April there are music activities in the
* main dining room attended by "as many residents
as possible" from A Unit according to the program
. - - diractor. S/he stated that although.they would like
| to have speciel music presentgtions for Unit A

i
!

Vthis was not financially feasible. "We need 1o get
the most bang far our buck.”
F 279 485.20(d), 483.20(k)(1) DEVELOP
ss=D COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, raview and revise the resident's

F279 ‘

FORM CMS-2667(02-99) Previous Versions Obolate Event ID:4NFK11

Received Time Apr. 25 2012 4:33PM No. 8534

Fadility D; 475003 If continuation shest Page 5 of 17




May. 4. 2012 3:31PM

DEPARTMENT OF HEALTH AND HUMAN SERVICES

For ZSNP.'@?_S_BBGMP' 9,/241
PRINTED: 04/25/2012

Fax 3022412348

FORM APPROVED
CENTERS FOR MEDICARE & MEDIGAID SERVICES OmB NO. Q936-0391
ESTATEMENT OF DEFICIENCITS [ (X17~PROVIDERISUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION v (XS)ESES fé)TnFyDEY
: AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . BUILDING y 3
475003 B WING 04/11/2012
NAME OF FROVIDER OR SUFPLIEPR. STREET ADDRESS, CITY, STATE. 2IP COOE )
’ 43 STARR FARM RD
KINDRED TRANSITIONAL CARE & REHAB BIRCHWOOD TER BURLINGTON, VT 05408
SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CONRECTION : (x5
l-'(')r-(:E)f—ll?( ‘ (EACF:) ORFICIENCY MUST BE PRECEDED 8Y FULL PREFIX . R(gﬁggi;égg:ggglgg :g?: g :;P%%ER?ETE i cow;:%rlou
TA
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) G NCED To T
i ' : i
i This Plan of Carrection is the center's credible
F 279! Continued From page 5 F 279

: comprehensive plan of care.

" The facility must develop a comprehenaive cere
plan for each resident that Includes measurable
objectives and metables to meet a resident's
medicel, nursing, and mental and psychosocial
needs that are identified in the comprehensive
sssesament. -

The care plan must describe the services that are
1o be furnished to attain or maintain the resident’s
highest practicable physical, mental, and
psychosocial well-being as required under
§483,25; and any services that would otherwise
be required under §483.26 but are not provided
due to the resident's exercise of rghts under
§483.10, fncluding the right to refuse freatment
under §483.10(b)(4).

e ———— e

allzgation of complionce.

Preparation and/or execuiion of this plan of correction
does not consriruta admission or agreement by the
pravider of the truch of the facts alleged or conclusions
sat forth In the statement of deficienciss. The plan of
correction is prepared and/or exacuied solely because
itls required by the provisions of federal and stase law,

F279 May 11,2012
Resident # 144 care plan was updated to

reflect use of clip alarm to alert staff of

resident’s attempts to transfer without

assistance,

Current residents assessed to be at high risk.
for falls will be reviewed for care plan
interventions. Care plans will be developed
for any resldent without a care plan.

The DNS or her designee will educate staff

! This REQUIREMENT is not met as evidenced
by:

gased on clinical record review and Interview.
the facility failed to deveiop a comprehensive plan .
! of care that included fall interventions initiated at
 the time of admisslon for one Resident (#144)
assessed to be at high risk for falls. This affected
one (#144) of 17 Resident records reviewed for
| comprehensive plans of care. Findings include;

Per clinical record review on D4/10/12, Resident

on the care plan process for fall prevention. T

Andits (record review) of residents with high
risk for falls will be conducted to ensure a
plan of care is in place,

Results of these audits wil} be reported io the
monthly PX committee end changes will be
done as needed. The DNS is responsible for
overall compliance.

| #144 was admitted on 01721712 with a noh
operable femoral neck fracture (broken hip)
sustained In a fall prior to admission to the facility.

' Review of the Patient Nursing Assessment of the

| sama date revealed a Morse Fall Risk Scale

" score of 70 (45 and higher indicates high fall

'1 risk). Review of the Bed Safety Evaluation dated

214 POC accepied &ho\1o”
LG Lo\oman |
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F 279 . Continued From page 6 F279

1/21/12 and the Treatment Records for January
through March 2012, ravealed no indication of the

| use of an alarm. Review of the Resident

: Progress Notes dated 1/21/12 at 10:33 P.M,
revealed that a clip alarm was in place. The
Progress Notes periodically mention the use of a
clip alarm to alert staff to the Residents attempts

| to transfer without assistance between 1/21/12

i and 3/31/12.

On 3/12/12 et 9:00 AM. an Event Assessment

indicated that Resident #144 was obsgerved
: kneeling in frant of @ chair with no clip alarm in
place. The Plan of Care for falls, dated 02/03/12, i
indicated Resident #144 had a fall prior to
adm/ssion with a right hip fracture, used
medications that affected fall isks and used a
wheelchalr, The Plan of Care indicated that

Resident #144 had a fall on 3/12/12 and slid out a

charsecondary-toh

| interview of the Registered Nurse, Unit Manager
an 04/10/12 at 4:45 P M. revealed that an alarm ;
was inifiated on 01/21/12, as a result of the fall . .
| sk assessment scare, but was not wetten on the
i_ triplicate form and as a result, was not flowed on
i the Treatment Record for the nurses Yo track, or _
"noted on the comprehensive Plan of Care for ’ :
i falls. '
On 4/11/12, 8t B:40 AM., the RN, unit manager ' T
stated that a clip alarm had been used SITCE
' admission and should have been tracked by the
nurses on the treatment racord and should have
been reflected on the plan of care. S/he verified
that the Plan of care did not comprehensively _
reflect the interventions in place since admission
and was not updated on 03/12/12, when a fall
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, i This Plan of Correction is tha center’s credible
F 278 ‘ Continued From page 7 » F279: allegation of compliance.
! occurred without the alarm interveation in place,
F 323 483.25(h) FREE OF ACCIDENT o F 323! Preparation and/or execusian of this plan of corrsction
: . i doas nof constitute admission or agreement by the
ss=pD HAZARDS/SUPERVISION/DEVICES | provider of the truth of the facts alleged or conclusions
! set forth in the statement of deficiancias. The plariof °
The facllity must ensure that the resident . \ corraction Is prepared and/or executed solely hecouse
anvironment remains as free of accident hazards it is required by ths provisions of federal and state low,

as is posaible; and each residant receives
. adequate supervision and assistance devices to
prevent accidents.

F323 May 11, 2012

Resident # 144 care plan was updated t0
. reflect use of clip alarm to alert staff of
i resident’s attempts to transfer without

| assistance, ‘

| This REQUIREMENT s not met as evidenced
by:
‘ Based on clinical record review and interview,
' the facility failed to consistently implement g fall
intervention for one resident assesaed to be at
high risk for falls resulting in a fall with a pelvic
ﬂl'agcturg‘ [ﬁlgmv%e—mﬂw:&——— The DNS or her designee will educate staff
sampled Resident records reviewed for . on the care plan process for fall prevention.
accidents. Findings inciude: '

Current residents assessed to be at high risk
for falls will be reviewed for care plan
interventions. Care plans will be developed
for any resident without a care plan.

© Audits (record review) of residents with high

! per clinical record review on 04/10/12, Resident . risk for falls will be conducted to ensure a
#144 was admitted on 01/21/12 with a non plan of care is in place,
operable femoral neck fracture (broken hip) : _
sustained in a fall prior to admission to the facility. Results of these audits will be reported to the
| Review of the Patient Nursing Assessment of the | ! monthly PI committee and changes will be
| same date revealed a Morse Fall Risk Scale ! . done a5 needed. The DNS is responsible for
! score of 70-(45 and higher Indicates high fall . | . overall compliance.

risk). Review of the Bed Safety Evaluation dated ‘ T o i ‘
1/21/12 and the Treatment Records for January :

through March 2012, revealed no indication of tha Fgaa PoC aaq}\“\ 5]\5\9,

use of an alarm. Review of the Resident :

! Progress Notes dated 1/21/12 at 10:35 P.M. Glolamanen ‘
revealed that a clip alerm was in place. The ! l

progress notes periodically mention the use ofa .. . . i

clip alarm to alert staff to the Residents attempts t
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F 323 | Continued From page 8 ; F 323
Yo transfer without assistance between 01/21/12 i !
l i

l_ On 3/13/12 an Event Assessment indicated that
' Resident #144 was observed kneeling in front of
a chair with no clip alarm in place. The Plan of
Care dated 02/03/12, indicated Resident #144
had a fall prior to admission with a right hip ;
fracture and used a walker. The Plan of Care
indicated that Reaident #144 had a fall on
03/42/12 end had slid out a chair secandary to
having no clip alarm ih place. A mobile x-tay
 report dated 03/12/12 indicated a left pelvic ;
fracture resulted. Resident#144 was non weight :

bearing from 8:30 P.M, on 03/12/12 until 1220

i P.M. on 03/13/12 when therapy treatment was : :
resumed, per physician's orders. There wasno !
! Indicatlon that Resident #144 had a significant
. change in function related to the fracture.

* Interview of the Registered Nurse (RN), Unit
: Manager on 04/10/12 at 4:45 P.M. revealed that a :
clip alarm was initiated on 01/21/12 but was not .
i written on the triplicate form and, ss a result, was |
not flowed on the Treatment Record for the
nurses to track or noted on the comprehensive
| Plan of Care for falis. On 4/11/12, at 8:40 AM.
I the RN, unit manager stated that the alarm had
- been used since admission and should have
. - been tracked by the nurges o the freatment
record and should have been rellected on (he
~plan of care. S/Te varified thatthe atarmrwas-net
in place at the time of the fall on 03/12/12 and ;
should have been in place duse to frequently " !
documented atternpts to transfer witholt .t
assistance, S/he verified a pelvic fraclure was
_sustained as a result. _
F 353 l 483.30(a) SUFFICIENT 24-HR NURSING STAFF F 353
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The facility must provide services by sufficient
numbers of each of the following types of
personnel on a 24-hour basis 0 provide nursing
care to all cesidents in accordance with resident
care plans:

Except when waived under paragréph (c) of this
! section, licensed nurses and other nursing
-\ personnel.

I

| section, the facility must deslgnate a licensed
nurse to serve as a charge nurse on each tour of

i duty.

' This REQUIREMENT is hot met as evidenced
by:

. Based on observation and staff interviews, the
tacility failed to assure sufficient staff to provide
nursing and related services ta maintain the
highes! practicable well-being of each resident
accaordi
plans of care. Findings include:

1. Per observation at lunch on Unit A on 04/09/12
_at 12:20 PM Residents #212, #30 and #134 were
{ seated at a table with 3 other residents who were
| .

‘ being fed starting at times of 12:30 - 12:50 PM.

L)
(%4) 10 SUMMARY BTATEMENT.OF DEFICIENCIES o} ; PROVIDER'S PLAN OF CORRECTION | )
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ~~ COMPLETION
TAG i REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRQPRIATE DATE
: DEFICIENCY)
t T
. !
F 353 Continued Fro ' ! E353 :
_ tinued From page 9 i F353 This Plan of Correction is the center's credible
§S=E PER CARE PLANS allegation of compliance.
The facility must have sufficient nursing staff to Preparation andor exscutlon of his p lan of carrection
. - . ; doas not constitule admisslon or agreement by the )
pm?"def nursln,g and relate.d services 1o aftain or rovidar of the truth of the facts alleged or conclusions
* maintain the highest practicable physical, mental, ’:“ Jorth in tha statemant of deficiencles. The plan of
and psychosocial well-being of each resident, as correction is prapared and/or axecused solely becaulu :
determined by resident assessments and it s requirad by the provislons of faderal and sioit v
deter e
| individual plans of care. 353 May 11, 2012

Residents # 212, 134, 154, 171, 148, 115
* 108, 80, 136 and 166 have been reevaluated
! to ensure they receive their meals in a timely
manner. Resident #30 expired 4/18/12.

The process for delivering personal case,
timely meals and meaningful rgsident
specific activities has been revised to meet
the needs of the residents on the Special

- Care Unit.

The Special Care Unit Program Director and
Special Care Unit Manager will coordinate
efforts to ensure the revised, swuctured
process i8 implemented and maintalned.

Director and SCU Nurse Manager weekly
times 3 months (o Teview compliance with
plan. Findings will be reported to the Pl
committee monthly x3 months.

l The DNS will meet with the SCU Program

e ——

The ED is responsible for overall
compliance.

F352 PoC aw sholvo— |
G0 RN

i
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The identified residents sat at the table whila
other residents were fed and the 3 Identified |
residents were not assisted with eating until 1:30 -
1:40 PM, The staif wha bagan feeding these '
rasidents stated that the residents were waiting
for that length of time because there was no ope
availabfe {o feed them.

At a second table for @ Residents #136, #154,
and # 171 were seated with 3 other residents (all
requiring feeding or extensive assistance) wha
were served from 12:40 PM - 12:55 PM. The 3

! Identified residents were not eerved until 1:45 PM
t and the staff feeding them stated that there was

1 no staff available to feed these residentg any
earlier. The residents were still being fed lunch at
2.45 PM.

" In another section of the dining room, residents

A S
were-seatedimeasy-chairs-with-ray-tablas-

(X4) 19" L. SUMMARY STATEMENT OR DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION (x3)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL "PREFIX & (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY)
’r -
F 353 Contlnued From page 10 . F383

Resident #148 was seated next to a resident who |
' had received a lunch traty. Resident #148 had not ;
received a lunch tray and requested that sthe
"have some of that food", pointing to the other
residents tray. She requested food several times |
1 and was glven a small bowl of potato.chips and a
glass containing apple juice. S/he continued to
request "please can | have some-just a [ittle of
that food?", She waited 45 minutas for her tray to
 arrive and be served to her,

Two olher residents (#1T5and #T0B] WETE
witnessed becoming increasingly restiess as they
awaited meal service while other residents were
eating. Resident #115, who walks with a wheeled
walker, got up several times and walked without
the walker. At one point she was rummaging
through & cabinet in the dining room. Resident

FORM CM3-2567(02-9%) Pravious Veralons Obsolate Evem ID: 4NFK11
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F 353 | Continued From page 11 F 352:

#108, seated in a restralning chair with .a tray, due '
to falls risk, releaged his/her tray 3 timas while i
awaiting his/her foad tray. '

. .
| Per observation th room 121 B at 1:40 P\,
Resident #80 called out fa the passing surveyor
asking "can | have a glass of milk or some food?"
! In room 120 B at 1:40 PM, Resident #166 .'
j remained in hed where s/he was fed by the
: Director of Nursing Services who acknowledged
* " that the resident would normally eat in the dining
‘ room but s’he had not yet had moming care.

Refer also to F241,

2. Per observations on 04/09/12 at 12240 PMon |
Unit A, Resident # 115 was observed walking
without her walker and rummaging through a |
cupboard. Per record review, Resldent#115is a |
f ic for staff ta
monitor him/her and for use of 8 walker when
* ambulating. The Resident was without her walker
for several minutes until the surveyor called staff
attention lo the resident, During the same period
of observation, Resident #108 was observed at
the same lunch service seated In a tray restraint
. chair awaiting lunch service. At 12:56 PM and .
. 1:056 PM the Reslident was observed o have
| loogened his/her restraining tray, which was in
. | plage for safety to prevent falls according to the .
! racord. The first time s/he loosened the resfraint
— [ Tvray e smveyor tatted-ittothe-steffs-atention
| after several minutes when he began leaning \
*farward in his chair.

e ——— . -

3. In a review of the residents during an interview
with the Unit Manager on 04/11/12, on Unit A (the l ;
Special Care Unlt) there are 50 residents, Of | ' :

|
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353, Continued From page 12

those 50 residents, 8 residents require total care,
total assistance with eating, and require fransfec .
viaa Hoyer Lift. 14 residents require total care,
total assistance with eating, and a transfer ass|st
of 1 or 2, An additional 10 residents require total
care and some assistance or monitoring with

the unit all naqunre some level of assistance or
supervision in some or all aspects of care and a
number of the entire LNi{ census experience
resistance to care at some level. In summary, 30
residenta require total care for hygiene and
. grooming and all residents require care and
monitoring. According to the Unit Manager
" staffing is usually 5 LNAs (Licensed Nursing
Asgistants) however there are frequent days
when there are call-ins or only 4 LNAs to care for
the residents. Nurses may be pulled to caregiver
positions to assist in providing direct cate,

eating and transfers. The remaining residents on

F 3531 |

In a review of the pravided schedule dated March
2, 2012 to March 29, 2012 there were 6 LNAg
assngned to Unit A on only 1 day, there were S
LNAs assighed on 5days, 4 LNAs assigned on
15 days, 3 LNAs assigned on § days and 2 LNAs
assigned on 2 days to care for 50 Special Care
_Unit residents. On all days, except the 2nd, 3rd,
27th and 28th of March, there were addmonal
shifts scheduled ranging in length of ime and
combination; however, 9 of thesg were one 2
hour additional shift, (Where two partial shifts
comprised a8 whole & 30U W 230 shift, orotfrer

straight 8 hours, the number of staff above was
adjusted.)

Refer also to F9998.
F 356 ' 483.30(e) POSTED NURSE STAFFING
$5=C : INFORMATION

i

F 256

i
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. The facllity must post the following information on
' @ daily basis: :
o Facllity name.
a The current date,
o The 1otal number and the actual hours worked
- by the following categories of licensed and
unllcensed nursing staff diractly responsible for
resident care per shift:
- Reglstered nurses.
- Llcensed practical nurses or licensed
* vacational nurses (as defined under State law).
- Certlfied nurge aides.
o Resident census,

The facility must post the nurse staffing data
specified above on g daily basis at the beginning
of each shift. Data must be posted as follows:

o Clear and readable format

ible-to

(x4) 10 " SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER!S-PLAN OF CORRECTION (xX5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E ‘COMPLETIOM
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DEFICIENCY)
F 356 Cantinued From page 13 F 356 This Plan of Carrection is the canter's credible

allegotion of compliance.

Preparation and/or execution of this plan of correcilon
does 1ot constiture admission or agreement by the
provider of the truth of the facts allaged or conclusions
st forth.iri the sumement of deficiencies. The plan.of
correction is prepared and/or executsd solely because
i1 is required by the provitions of federal and state law.

"R 356 May 11,2012

No residents were found to be affected by
the deficient practice.

No residents have the potential to be affected
by the deficient practice.

The center will post 8 form which includes
total nursing hours and census every day.

Compliance will be monitored and reported

residents and visitors,

The facility must, upon oral or written request,

make nurse staffing data available to the public

for review at a cost not to exceed the community
: standard,

The facility must maintain the posted dally nurse
atafflng data for a minimum of 18 manths, or as
.| required-by. State.law,. whichevar is greater.

monthly at the facility PI meetings for 3
months or unti] 100% compliance achieved.
The administrator is responsible for overall
compliance.

- F25 ot a sholo-
&&memw

This REQUIREMENT is not met as evidenced

by

Based on observations during the 3 days of

i survey, the posted nursing steffing for the facility :
' does not include the total number of hours [
worked by licensed and unlicensed personnel,
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F 358 Continued From page 14 ‘

. nor does it include the facility census. The
i specifics are as follows:

[}

Per observation during the 3 days of survey, the
 nursing staffing for the day Is pasted in the facility
: lobby but does not include the daily census nor ‘.
| the total number of hours worked by the individual |
 disciplines, Thig is confirmed during interview 1
i with the facility administrator on 04/11/2012. at -
¢ 8:50 am.

Fg9999 l FINAL OBSERVATIONS

" Vermont Licensing and Operating Rules for ,
| Nurging Homes :
' 7.13 Nurging Services

} (d) Staffing Levels. The facility shall maintain

| staffing levels adequate to met resident needs.
(1) At a minimum, nursing facilities must provide:

(]) o f\‘"‘,fﬂﬁaﬁmﬂﬁf dicect care per

|
E 258 i This Plan of Correction is the canter's credible
> allegation of compliance.

Preparation and/or exécution of this plan of correction
does not consitute admission or agreement by the
l provider of ths truth of the facts alleged or conclusions
i setforth in the statemant of deficiencies. The planof
1" correcton it preparad and/or exscuted solely because
‘ It is raquired by the provisions of federal and state law.

' F9999 May 11, 2012

The process for delivering personal care,
F9999, timely meals and meaningful residents
l specific activities has been revised to the .
* meet the needs of the residents on the SCU.

The facility has advertised for open positions
in various local and New York newspapers.
An open house was held April 11, 2012.

The SDC and DNS are interviewing
candidates for an LNA training program

residant per day, on a weekly averags, including
. nursing care, personel care and restorative
nursing cere, but not including administraticn or
| supervision of staff; and of the three hours of
direct care, no fewer than 2 hours per resident
per day must be assigned to provide standard’” !
| LNA care (such as personal care, assistance with
* ambuiation, feeding, etc)) performed by LNAs of
_equivalent statf and not including mesl
C e e ‘ preparation, physical therapy or the activities
program. Tt

scheduled to begin at or around May 14,
2012. 1

The DNS and or designee is responsible for
tracking and recruiting for open positions in
the nursing department.

Open positions will reviewed at the monthly
PI committee meeting with appropriate
_ recommendations ongoing.

‘ The ED is responsible for overall

! This REQUIREMENT is not met @s evidenced by:

1. In a review of the residents during an interview
l with the Unit Manager o 04/11/12, on Unit A (the
' Special Care Unlt) there are 60 residents. Of
_those 50 residents, 6 residents require total care,
] total agsistance with eating, and require transfer

l Fi144 P00 acceped 5oy~
G\Co\mwﬁx\\\ Sangotnn

L |

' compliance.
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Fo9939 ' Continued From page 15

via a Hoyer Lift. 14 residents raquire total care,
- {otal assistance with eating, and a transfer assist
i of 1 or 2. An additional 10 residents require total
care and some asSistance or monitoring with
| eating and transfers. Tha remaining residents on
the unit all require some level of assistance or
- supervision in some of gll aspects of care and @
. number of the entire unit census experience
resistance to care at some level, In summary, 30
rasidents require total care for hygiene and
grooming and all residents require cere and
monitoring. According to the Unit Manager
staffing is usually 5 LNAs (Licensed Nursing
. Assistants) however there are frequent days
1 when there are call-Hins or only 4 LNAs to care for
| the residents, Nurses may be pulled to caregiver
| positions to assist in providing direct care.

i In a review of the provided schedule dated March

£ 40 b

F9999

7 20T WA 28, 2012 there wefe6 AT

assigned to Unit A on only 1 day, there were 5
LNAs assigned on 5 days, 4 LNAs assigned on
15 days, 3 LNA's assigned on 5 days and 2 LNA's
assigned on 2 days, On all days, exceptthe 2nd,
ard, 27th and 23th of March, there were
additlonal shifts scheduled ranging in length of
fime and combination hawever 9 of these were
' one 2 hour additional shift. (Where two partial
" shifts comprised a whole 6:30 to 2;30 shitt, o
- - gther stralght 8 hours, the number of staff above. |
i was adjusted. In a review of number of hours per ;

‘? day per resident of LNA care, the monthly
average for the month of March was 1.88 hours
per day per resident of LNA care, In interview on

: 04/10/2012, the Director of Nurses states that lhe
facility supplements fewer nurses aides by

~ moving nursing staff. The overall average of
hours per resldent for care by all nursing staff for
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the month of March was 3.31 with four days i '
below 2 hours per resident of direct care staff. !
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F 247 483.15(e)(2) RIGHT TO NOTICE BEFORE ROOM/ROOMMATE CHANGE

A resident has the dght to recoive notice bafore the rosident's room or roommatz in the fecility is changod.

This REQUIREMENT is not met as ¢videnced by:‘
Based upon interview and record review, the facility failed to provide notice to | of 3 residents and/or their
reproséntatives before the resident’s room was changed. (Resident #198) Fiading includes:

Por record review and interview with the Soctal Workey on 4/11/12 at 4:07 BM, there iz no documentation in
the rocord or on the facility "Notification of Room Change”, that Resident #198 and/ ox the representative
were notified when the resident was moved on 12/2/1] from 8 room on C-Wing to anothcr room on C-Wing.
Also, per record review and interview with the Social Worker on 4/11/12 av 3:32 PM, there ls no
documentation in the record ar on the facility "Notification of Room Change" , that Resident #198 and/or the
representative were notificd when the resident was moved on 3/26/12 from C-Wing to B-Wing. In additjon,
the facility's “Notification of Room Change” documents when the resident or résident's representative was
notified, reason for room change, if the move was voluntary, and s signed by the resident or representative,
The facility's "Room to Room Transfer" procedure states "Natify the patient and responsible party in advance
of the transfer" and "Provide the transferring patient with an oppormunity 1o tour the room prior to the move
and introduce the parient to histher new roomumate”,

Any deficiency statemant cnding with an eslerisk (") donates ¢ doftoicney which the fnsrarion iy be excwsed from comciing prowding It r deteninfned thar cthor 1afcuneds provide sulficieny
protsctou to the paticats, (Sce instruotlons,) Except for nuraing heimes, the findings siated wbove are disciosable 90 drys following e date of sutvey whether or ngl o plan of carveciion 13 provided,
Fof nursing hoines, the above findings and plens of corrtction are diaclasable (4 days folloving the date these dooumonts &rc inads avallable to the facility, If daficiunaics zre witod, ay npproved plan of

The shova izelet=d deficiencies pose e Totual harm fe the reaidents : _—
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